
 
 

 
 

Charlie Crist                                            Dr. Ana Viamonte Ros M.D., MPH 
Governor                       Secretary , Department of  Health   
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“Protmote, Protect and Improve the Health of All People in Orange County, Florida” 
 
 

CONFIDENTIALITY IS PROTECTED BY ONE OR MORE FEDERAL  OR STATE STATUTES 

 
               
               
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   HOME ADDRESS  _______________________________     CITY: ________________  ZIP CODE: ______________ 
    
   PARENT/GUARDIAN _______________      PARENT/GUAR DIAN DOB  ____-____-_____     PARENT/GUARDIAN SS#  _____-_____-_____   
    
   HOME PHONE: __________________  WORK PHONE: ____ ____________   CELL PHONE: ______________________               
    
   **FEMALES WHO ARE PREGNANT OR WHO MAY BECOME  PREGN ANT WITHIN 3 MONTHS SHOULD NOT RECEIVE THE      
       MEASLES, MUMPS & RUBELLA  VACCINE. PLEASE NOTIFY THE NURSE..                                                                                                                                                                                   

 
 

Child #1 
 

Last Name: ________________ 
 
First Name: ________________ 

 
Middle Name: ______________ 
 
Female or Male: ____________ 
 
Date of Birth: ______________ 
 
Race: _____________________ 
 
Social Sec. #: _______________ 
 
GRADE: ____________________  
 

Child #2 
 
Last Name: ________________ 
 
First Name: ________________ 

 
Middle Name: ______________ 
 
Female or Male: ____________ 
 
Date of Birth: ______________ 
 
Race: _____________________ 
 
Social Sec. #: _______________ 
 
GRADE: ____________________  
 

Child #3 
 
Last Name: ________________ 
 
First Name: ________________ 

 
Middle Name: ______________ 
 
Female or Male: ____________ 
 
Date of Birth: ______________ 
 
Race: _____________________ 
 
Social Sec. #: _______________ 
 
GRADE: ____________________  
 



 
 

 
 

Charlie Crist                                            Dr. Ana Viamonte Ros M.D., MPH 
Governor                       Secretary , Department of  Health   
                                     

                                       832 W. Central Blvd.                                                           (407) 836-2502 ����  Fax (407) 836-2595 
                                       Orlando, FL 32805                                                               www.orchd.com 

“Protmote, Protect and Improve the Health of All People in Orange County, Florida” 
 
 

CONFIDENTIALITY IS PROTECTED BY ONE OR MORE FEDERAL OR STATE STATUTES 

THE FOLLOWING QUESTIONS ARE ABOUT THE CHILDREN WRITTEN IN ON THE FIRST PAGE OF THIS REGISTRATION FORM  
 

1.    Is any child sick today?            ______  _______  _______ 
                                               Child #1       Child #2      Child #3          

2.    Has any child had a reaction to Pertussis (Whooping Cough) or other shots?   ______  _______  _______ 
                                                 Child #1      Child #2      Child #3        
3.    If the child is female when was her last menstrual period?                                  ______  _______  _______ 

                                                Child #1      Child #2      Child #3       
4.    Are any of the children allergic to Baker’s Yeast or Gelatin?                                ______  _______  _______ 

                                        Child #1      Child #2      Child #3   
5.    Does any child take steroids, cortisone, or prednisone?                                ______   _______  _______ 

                                                 Child #1      Child #2      Child #3       
6.    Does any child have Cancer, Leukemia, Aids or HIV positive?                           ______  _______  _______ 
                                                                         Child #1         Child #2      Child #3       
7.    What age did each child have varicella disease (Chicken Pox)?                         ______  _______  _______ 

                                                                   Child #1         Child #2      Child #3       
8.    Has any child had a blood transfusion in the past 3 months?                              ______  _______  _______ 

   Child #1          Child #2      Child #3                                          
9.    Is any child taking Tuberculosis medications?  (No varicella vaccine)   ______  _______  _______ 
                                                 Child #1       Child #2     Child #3       
10. Has any child ever had a seizure or convulsion?               ______  _______  _______ 
                                                  Child #1       Child #2     Child #3       
11. Has any child had a Gamma Globulin or any other shot in the past 3 months? ______  _______  _______ 
                                                  Child #1      Child #2     Child #3       
12. Are any of your children allergic to the antibiotic Neomycin?                              ______  _______  _______  
                                                  Child #1      Child #2     Child #3        

         PARENT/GUARDIAN’S SIGNATURE __________________________ 


